Isolated coarctation of the aorta accounts for 5% to 10% of all congenital heart defects. Neonatal repair is typically surgical at our institution. Stent implantation for coarctation is typically reserved for older children in whom a larger-caliber stent can be used that can potentially be postdilated to adult diameters. We report a case of stent implantation for native coarctation as a bridge to successful surgical repair in an extremely preterm infant.
CLINICAL SUMMARY
The patient was a male infant born at 25 weeks' gestation because of preterm labor. Birth weight was 875 g. After delivery, the patient was noted to have a large patent ductus arteriosus (PDA). He underwent PDA ligation on day of life 6 through a left thoracotomy with multiple clips. After PDA ligation, he had significant upper extremity hypertension. Repeat echocardiographic analysis demonstrated severe aortic coarctation with a Doppler-predicted 58 mm Hg gradient. He was transferred to our institution for further care. Echocardiographic analysis at our institution confirmed the diagnosis. The patient remained severely hypertensive, with systolic blood pressures ranging from 97 to 118 mm Hg in the upper extremities and 35 to 47 mm Hg in the lower extremities with evidence of end-organ hypoperfusion.
A carotid cutdown was performed in the cardiac catheterization laboratory, and a 4F sheath was placed in the right internal carotid artery. Angiographic analysis revealed a discrete coarctation adjacent to the ductal clips ( Figure 1 ). The transverse aortic arch measured 3.5 mm, narrowing to 1.04 mm in the region of the coarctation. The descending aorta distal to the coarctation measured 4.22 mm. Under fluoroscopic guidance, a Vision multi-link 4 mm 3 8 mm premounted coronary stent (Abbott Vascular, Abbott Park, Ill) was used to stent the coarctation segment ( Figure 2 ). There was a trivial residual gradient of 3 to 4 mm Hg documented by direct pressure pullback. The cutdown was repaired primarily, and the patient was transferred to the cardiovascular intensive care unit. He was transferred to the referring institution 6 days later and discharged home 3 months after delivery.
He returned at 6 months of age, weighing 5.38 kg, for planned stent removal and definitive coarctation repair. There was a 25 mm Hg noninvasive blood pressure gradient, likely caused by somatic growth. The following day, he underwent aortic stent excision and an end-to-end anastomosis with subclavian flap arch augmentation through repeat left thoracotomy. It did not appear that the PDA clips were responsible for the aortic obstruction. Upper and lower extremity blood pressures were equal in the operating room and on discharge on postoperative day 3. He continues to do well and is developmentally appropriate for age at 18 months' follow-up.
DISCUSSION
Stent implantation for aortic coarctation is rapidly gaining acceptance as an approach in older patients because of short postprocedure recovery periods and relatively low procedural risk. 1 In younger infants and neonates, surgical repair remains the standard treatment. Repair of coarctation of the aorta in preterm infants is associated with higher rates of recurrent arch obstruction, reported to be as high as 16% to 29%. 2, 3 Prematurity has been identified as a risk factor for recurrent coarctation, despite repair by means of resection with an extended end-to-end anastomosis. 4, 5 We chose a staged hybrid approach with stent implantation for short-term repair of the coarctation, enabling us to stabilize the infant's blood pressure and improve end-organ perfusion. Given concerns over aortic disruption during stent implantation, the stent was inflated to a diameter not exceeding that of the native aorta. Additionally, we selected a short stent to allow for complete excision of the stent-containing aortic segment at the time of coarctation repair.
This case highlights the pitfalls associated with limited evaluation of preterm infants for ligation or medical treatment of what is typically assumed to be an isolated PDA. It also highlights that a collaborative approach with lowrisk therapy as a bridge can result in a highly successful outcome. Palliation in extremely preterm infants has typically been balloon angioplasty, with isolated reports of stent implantation in 3 preterm infants weighing more than 1 kg and infants of greater than 30 weeks gestation. [6] [7] [8] [9] To our knowledge, this is the first report of stent dilation of coarctation as primary treatment in a 28-week 800-g neonate. In our case stent implantation with a low-profile, premounted coronary stent proved to be a safe approach as a bridge to definitive repair and might be applicable in other selected patients.
Thoracic surgeons involved in lung transplantation are faced with the problems of scarcity of available donors and size mismatch between the donor lung and the recipient thoracic cage. Different size-reduction techniques or resection of localized pathology limited to 1 lobe allows tailoring of the grafted lung to the size of the thoracic cage and increasing the donor pool. 1 We present an innovative technique of size reduction by a right lower lobectomy with the creation of a single bronchial stump for anastomosis.
CLINICAL SUMMARY
Double-lung transplantation was planned for a 63-yearold woman with idiopathic pulmonary fibrosis. The matched donor was in a car accident and had a contusion of the right 
